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Units which hold themselves oui {o the public as
providing specialized Alzheimer's services shall
comply with the provisions of T.C.A. §
68-11-1404 and shall he in compliance with the
following minimum standards:

(10)In addition to the classroom insiruction
required in the nurse aide training program, each
nurse aide assigned o the unit shall have forty
(40) hours of classroom instruction which shall
include bui not be limited to the following subject
areas:

(a) Basic facts aboui the causes, progression
and managementi of Alzheimer's Disease and
related disorders;

This Rule is not met as evidenced by:

Based on review of personnel files and interview,
the facility failed to ensure one CNA (#1) attended
in-service on dementia care for residents with
Alzheimer's Disease prior to caring for residents
with dementia of six personnel files reviewed.

The findings included:

Review of the personnel file for Ceriified Nursing
Assistant (CNA #1) revealed a re-hire date of

[ April 9, 2011, fifieen months after terminatfon.
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N 000; [nitial Commenis N 060
N8I3  1200-8-6-.07(10)(a) Special
The annual licensure survey and complaint Services
investigation # TN00028098 was completed at . o _
The Bridge of Rockwood July 18-20 2011 The facility will ensure that employees working or
Deficienc e cited related # fhl .i o the Specialized Unit of the facility have completed
: I : _[.es wele Lrea Raea 0 ne cCompain the required training for that unit.
investigation. Residents affected:
No specific residents were identified.
N 813| 1200-8-6-.07(10)(a) Special Services N 813 Residents potentially affected:

Residents who reside on the Specialized Care Unit
could potentially be affected. An audit of
employee files will be conducted by the HR
Director to identify staff members who have not
completed the required training to cnable them to
work the unit. Any employec who has not
completed this training will not be assigned duties
on the Specialized Care Unit. The staffing
coordinator will be inserviced regarding the
limitation of assignment to the Specialized Care
Unit.

Systemic Change:

An|audit of employee files will be conducted by th
I—H{ Director to identify staff members who have
not completed the required training to enable them
to work the unit. Any employee who has not
completed this training will not be assigned duties
on the Specialized Care Unit. The staffing
coardinator will be inserviced regarding the
limitation of assignment to the Specialized Care’
Unit.

Manitoring Change:

The Administrator, DON/ADON and Staffing
Coordinator will compare a list of employees who
havie completed the required training with the
schedule to assure that only appropriately trained
staff arc assigned to the Specialized Care Unit.
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(Review of the file revealed the CNA was
previously hired September 22, 2009 and was
terminated January 21, 2010).

Review of the personnel file revealed no
documentation of attendance of an
in-service/training for caring for residenis with
dementia and dysfunctional behaviors.

Interview with the Assistant Director of Nursing
(ADON) on July 19, 2011, in the ADON office at
2:10 p.m., revealed all siaff are to be trained in
caring for the residents with Alzheimer's Disease
"at least 8 hours of orientation" hefore the staff
are scheduled to work on the secure unit.
Continued interview verified CNA #1 was
employed from April 9- May 3, 2011. Continued
interview and review of the nursing schedule
verified CNA #1 was assigned and worked from
April 18-May 21, 2011, on the West (Secure)
Wing which is designated for the residents wiih
advanced dementia,

Interview with the HR Director in the HR office oh

July 20, 2011, at 8:00 a.m., verified CNA #1 did
not receive iraining on dementia care.
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